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Response to reviewers 
 
Dear Lorraine Mazerolle, PhD 
Editor-in-Chief - Journal of Experimental Criminology 
 
On behalf of my co-authors and myself, I would like to thank your comments and those of the 
reviewers, resulting from a careful reading and review of our paper, “Clinical change in 
psychopathic traits after an individual compassion focused therapy-based intervention: 
Preliminary findings of a controlled trial with male detained youth” (JOEX-D-19-00063), which 
now reads “Clinical change in psychopathic traits after the PSYCHOPATHY.COMP program: 
Preliminary findings of a controlled trial with male detained youth” (The changing in the title was 
due to the word limit of the abstract; therefore, for sake of comprehension and coherence, we 
considered that this new title would be more appropriate). We believe that this review process 
has contributed to a clear improvement of our work, and are currently submitting its revised and 
improved version. We are also submitting a response letter detailing how all your concerns and 
those of the reviewers were addressed in this revised version of the manuscript. We followed 
the order in which those comments were made and respond to each of them individually. I will 
continue to serve as the corresponding author for this manuscript and authorship has not 
changed.  
 
My kindest regards, 






My decision is to accept your paper, contingent on your better justifying the results of 
your power analysis, particularly your claim that the small sample size would yield a 
detectable effect if that effect were moderate. Expectations of a moderate effect with 
such a difficult to serve population (youth with psychopathy) seems a stretch and not 
well aligned with the literature. 
R: We used the GPower software (Faul et al. 2009), to compute the power analysis. G * Power 
offers five different types of statistical power analysis, including an a priori statistical power 
analysis (i.e., before the clinical trial onset – the one we used), in which the sample size N is 
computed as a function of the: (1) required power level; (2) the pre-specified significance level, 
and (3) the population effect size to be detected. In the tool we can choose "‘small"’, "‘medium"’, 
and "‘large"’ effect sizes (Cohen, 1988). Ideally, choosing, a priori, a categorical effect size 
should be based on previous (similar) studies (Cunningham and McCrum-Gardner, 2007). 
However, as specified in the introduction section of the current study, there are few studies on 
this research field, and none similar to the present study (in terms of participants, measures, 
intervention,…). Thus, we looked more broadly at: 
1. Treatment studies with young offenders (e.g., Andrews and Bonta, 2010; Koehler et al. 2013; 
MacKenzie and Farrington, 2015) – showing that CBT-based interventions (as it is the case of 
the PSYCHOPATHY.COMP) display moderate effect sizes. 
2. The only meta-analysis on the treatment of psychopathic traits (that included several studies 
with different types of participants, diverse types of interventions, and different types of designs; 
Salekin, 2002) – showing that CBT-based interventions, psychodynamic interventions and 
eclectic intervention methods were effective for psychopathy. 
3. A previous clinical case study reporting major improvements in a male detained youth treated 
with the PSYCHOPATHY.COMP program (Ribeiro da Silva et al. 2019) was also considered 
Therefore and also taking into account that the choice for an effect size is mostly a matter of 
clinical or research judgment, we decided to choose the “medium” effect size option 
(Cunningham and McCrum-Gardner, 2007). Of course we acknowledge that choosing and 
justifying the assumed effect size is not easy and it is considered by several authors as the 
more problematic parameter to pre-specify (Cunningham and McCrum-Gardner, 2007). 
Taking into account this, we changed the sentence, which now reads: 
“With regard to the sample size, a power analysis was conducted a priori (GPower v3.1 
software; Faul et al. 2009), showing that a sample of 46 detained youth was necessary to detect 
medium effects with a significance level of .05 and a power of .90.”  
Still, if the editor (and Reviewer 1) finds it essential, we can add a more detailed description of 
the GPower procedure and issues related to the effect size pre-specification in the manuscript. 
 
Please note that the Journal of Experimental Criminology now requires a structured 
abstract of no more than 150 words. Therefore, as you make your revisions, please 
ensure that the abstract is within this word limit. 
R: We reduced the abstract to 150 words and take into consideration the guidelines of the 
Journal and also the comments of reviewer 1. Therefore, the abstract now reads: 
“Objective: To assess the preliminary efficacy of the PSYCHOPATHY.COMP in reducing 
psychopathic traits among male detained youth.  
Method: In this controlled trial, a treatment group (n = 24) and a control group (n = 22) 
answered the Youth Psychopathic Traits Inventory-Short at baseline and post-treatment. 
Treatment participants attended the PSYCHOPATHY.COMP, in addition to the Treatment As 
Usual (TAU); controls only received TAU. The treatment effects were tested both at a group 
level (2x2 mixed ANOVA) and at an individual level (Reliable Change Index; RCI).  
Results: ANOVAs showed medium to large effect sizes (η2p); while RCIs revealed strong to 
moderate effect sizes (Cramer’s V).  
Conclusions: Despite the limitations, this study offered preliminary evidence for the efficacy of 
the PSYCHOPATHY.COMP, suggesting that interventions targeting psychopathic traits should 
be considered in the rehabilitation of detained youth, as the absence of tailored interventions 
may increase the levels of psychopathic traits and its associated risks” 
 
Could you also please provide author bios on the title page. 
R: We added the bios on the title page for all the authors: 
“Diana Ribeiro da Silva, PhD, is a researcher at the Center for Research in Neuropsychology 
and Cognitive Behavioral Intervention (CINEICC) of the Faculty of Psychology and Educational 
Sciences, University of Coimbra 
Daniel Rijo, PhD, is a professor at the Faculty of Psychology and Educational Sciences, 
University of Coimbra and a researcher at the Center for Research in Neuropsychology and 
Cognitive Behavioral Intervention (CINEICC) of the Faculty of Psychology and Educational 
Sciences, University of Coimbra 
Randall T. Salekin, PhD, is a professor at the University of Alabama and the director of the Child 
and Adolescent Psychopathy Lab at the University of Alabama 
Marlene Paulo is a researcher at the Center for Research in Neuropsychology and Cognitive 
Behavioral Intervention (CINEICC) of the Faculty of Psychology and Educational Sciences, 
University of Coimbra 
Rita Miguel is a researcher at the Center for Research in Neuropsychology and Cognitive 
Behavioral Intervention (CINEICC) of the Faculty of Psychology and Educational Sciences, 
University of Coimbra 
Paul Gilbert, PhD, is an Emeritus Professor at the University of Derby and the founder of the 
Compassionate Mind Foundation” 
 
Change your in-text citations so that they are all consistently formatted in the journal’s 
style as follows (see also Instructions to Authors at 
http://www.springer.com/criminology/journal/11292): 




This is an experimental paper assessing the efficacy of a psychopathic traits intervention 
in a small sample Portuguese incarcerated male youth. I appreciate the effort to tackle a 
challenging type of behavior, and in a hard to study population. I am also highly 
interested in the intervention as the improvements do seem to be significant. There were 
several significant parts of the manuscript which gave me pause, and I’m suggesting 
some significant changes to make this appropriate for publication in the Journal of 
Experimental Criminology. Most notably, greater justification of both the sample size 
(chosen based on a power analysis assuming a medium effect) and the statistical 
methods used to assess the efficacy of the intervention would improve this manuscript. 
Given that this type of behavior is considered to be relatively difficult to address, 
medium effects seem like a strong assumption to make, and the authors do not justify 
that enough. Additionally, ANOVAs make strong assumptions which are not assessed by 
the authors, nor are the statistics to support fulfillment of those assumptions presented.  
R: Please see below. We provide a detailed answer to these and other concerns you mentioned 
throughout this response letter. Particularly for your concerns about the power analysis and the 




Keeping in mind the word count restrictions of the abstract, it would be helpful to include 
some statistics in the Results section. They could also mention in their methods section 
the recruitment design.  
R: We reduced the abstract to 150 words and take into consideration the guidelines of the 
Journal and also your comments. However, taking into account the word limit of the abstract, we 
were not able to include the recruitment design description.  
The abstract now reads: 
“Objective: To assess the preliminary efficacy of the PSYCHOPATHY.COMP in reducing 
psychopathic traits among male detained youth.  
Method: In this controlled trial, a treatment group (n = 24) and a control group (n = 22) 
answered the Youth Psychopathic Traits Inventory-Short at baseline and post-treatment. 
Treatment participants attended the PSYCHOPATHY.COMP, in addition to the Treatment As 
Usual (TAU); controls only received TAU. The treatment effects were tested both at a group 
level (2x2 mixed ANOVA) and at an individual level (Reliable Change Index; RCI).  
Results: ANOVAs showed medium to large effect sizes (η2p); while RCIs revealed strong to 
moderate effect sizes (Cramer’s V).  
Conclusions: Despite the limitations, this study offered preliminary evidence for the efficacy of 
the PSYCHOPATHY.COMP, suggesting that interventions targeting psychopathic traits should 
be considered in the rehabilitation of detained youth, as the absence of tailored interventions 
may increase the levels of psychopathic traits and its associated risks” 
 
INTRODUCTION:  
Considering that most literature on psychopathy split it into interpersonal/affective and 
lifestyle/behavioral Factors, the authors might consider acknowledging the ongoing 
debates regarding the variation and difficulties in measurement of psychopathy. I think 
more description of psychopathic characteristics, measurement strategies, and the 
developmental literature surrounding it would be useful in this section. The majority of 
the introduction seems to be A) a synopsis of relevant studies and B) the theoretical 
basis for the intervention.  
R: We recognize that there are several conceptualizations of psychopathic traits in youthful 
populations as well as several assessment tools attuned to the underpinning conceptualization. 
Although this is an interesting debate, that was deepen in several works, introducing these 
issues in the introduction section of the manuscript would confound readers and will be out of 
the scope of this work (APA guidelines). Therefore, we opted to include only a short footnote on 
this topic – footnote 1 – which reads: 
“Please note that there are several conceptualizations of psychopathic traits in youthful 
populations as well as several measurement tools attuned to the underpinning 
conceptualization. For a recent and in-depth discussion on this topic see Salekin and colleagues 
(2018).” 
 
The authors could consider more details of the four interventions they discuss (measure 
of psychopathy that was used, length of treatment, when pre- and posttests were 
administered).  
R: We detailed each of the four studies as suggested by the reviewer. The paragraph we added 
reads: 
“Caldwell and colleagues (2006), in a controlled trial design, assigned 141 male young 
offenders with high scores on the Psychopathy Checklist: Youth Version (PCL:YV > 27) to either 
the Mendota Juvenile Treatment Center (MJTC - an intensive treatment program using CBT 
techniques; n = 56) or to “treatment as usual” (TAU; n = 85) in conventional juvenile correctional 
institution settings. Results showed that young offenders of the MJTC group were less likely to 
violently recidivate in the community during the 2-year follow-up than those from the TAU group. 
Caldwell (2011), in another controlled trial, examined the association between the facets of 
psychopathy (assessed with the PCL:YV) and changes in disruptive behavior/criminal recidivism 
in a sample of male young offenders. The author assigned 248 male young offenders to either 
the MJTC (n = 101) or to TAU (n = 147) in conventional juvenile correctional institution settings. 
Treatment was associated with a significant decrease in criminal recidivism at a 5-years follow-
up period. The Interpersonal facet of the PCL:YV was found to play a key role in 
disruptive/criminal behavior (Caldwell, 2011). Butler and colleagues (2011) randomly assigned 
108 families of young offenders to either Multisystemic Therapy (MST; n = 56) or to the services 
delivered by Youth Offending Teams (YOT; n = 52). Both MST and YOT interventions 
decreased offending, but the MST reduced significantly further the likelihood of non-violent 
offending during the 18-month follow-up period. Besides, MST was more effective in reducing 
post-treatment parent ratings (but not youth ratings) of psychopathic traits (measured by the 
Antisocial Process Screening Device) than YOT. Lastly, Manders and colleagues (2013) 
randomly assigned 256 adolescents referred for conduct problems to either MST (n = 147) or 
TAU (n = 109); pre and pot-treatment design. CU traits did not decrease significantly in either 
treatment conditions, II traits decreased in both conditions, and GM traits decreased significantly 
only in the MST condition (as measured by the Inventory of Callous-Unemotional traits and the 
APSD).” 
We must also state that some information was not reported in the studies, which was already 
mentioned in the first version of the manuscript along with the major limitations of these studies 
(“Despite the encouraging results, these studies presented some limitations. Two studies 
included a mixed sample of male and female young offenders from clinical and forensic settings 
(Butler et al. 2011, Manders et al. 2013), which may bias results, as different types of 
participants usually present different treatment needs (Hecht et al. 2018). Treatment description 
was lacking in two studies (Caldwell 2011; Caldwell et al. 2006) and treatment integrity was not 
controlled in three studies (Caldwell 2011; Caldwell et al. 2006; Manders et al. 2013), both 
essential criteria for empirical testing of interventions’ efficacy as well as for the dissemination of 
evidence-based practices (Perepletchikova 2011). Finally, in one study, the measures of 
psychopathic traits were not previously validated in the country where the study was carried out 
(Manders et al. 2013), which may account for reliability issues.” 
 
I’m not sure what the authors mean when they say “Finally, no clinical trials have been 
published…”, when in the previous page they mention studies by Caldwell that seem to 
have been exactly that. 
R: Although treatment description was lacking in both studies of Caldwell (as highlighted in the 
manuscript – “Treatment description was lacking in two studies (Caldwell 2011; Caldwell et al. 
2006)”), the author seemed to use traditional CBT techniques. Therefore, none study used one 
of the new forms of CBT (or contextual therapies, or 3rd wave CBT), like Acceptance and 
Commitment Therapy, Compassion Focused Therapy,… To clarify this in the manuscript we 
change the sentence, which now reads: 
“Finally, no clinical trials have been published testing the efficacy of new forms of cognitive-
behavioral therapies (i.e., contextual CBT approaches like Acceptance and Commitment 
Therapy, Compassion Focused Therapy) in reducing psychopathic traits in detained youth.” 
 
In discussing the intervention, it seems like the authors are claiming that psychopathic 
traits are entirely environmentally-caused, however much of the literature actually 
suggests the opposite, or at least identifies a strong genetic component. This kind of 
debate should be addressed and research by Rebecca Waller may be especially useful in 
this effort.  
R: We changed this part of the manuscript for clarification purposes, as evolutionary theory (the 
bases of CFT) takes into account not only evolutionary and environmental influences, but also 
genetic and epigenetic effects, among others. This sentence reads: 
“Besides acknowledging the influence of genetic, epigenetic, neural, and environmental effects, 
CFT also recognizes the importance of evolutionary influences to the human functioning (Gilbert 
2019).” 
Moreover, we also added a sentence to clarify that psychopathic traits are probably a 
multicausal phenomenon, where the interaction of several factors may play a role. These 
sentences read: 
“CFT conceptualizes antisocial behavior patterns and psychopathic traits as evolutionary rooted 
responses to deal with harsh rearing scenarios (i.e., rearing environments marked by traumatic 
experiences - e.g., unpredictability, threat, child abuse; and/or by the absence of affiliative 
signals - e.g., lack of warmth and safeness experiences), which interplay with other etiological 
factors, like genetic, epigenetic and neural influences (Cowan et al. 2016; Del Giudice and Ellis 




For clarity, reword the sentence that reads “The initial selection of detained youth met a 
set of exclusion criteria…” to something like “Exclusionary criteria included xxxx.”  
R: Thanks for your suggestion; we changed the sentence accordingly, which now reads: 
“Exclusionary criteria included: (1)…” 
 
They could also move the first paragraph from Procedures into the first paragraph of the 
Method section, and the second paragraph could be folded into the participants 
subsection, allowing for more details about recruitment and sample size up front.  
R: Although we understand the comment of the review, according to the TREND and 
CONSORT statements, recruitment and retention (sample size) is an outcome of controlled or 
randomized controlled studies. Therefore, these data should be placed in the results section of 
the manuscripts. Moreover, the mentioned paragraphs of the Procedures are in fact part of the 
procedures that were followed during the study. For these reasons we did not move the 
mentioned paragraphs.  
 
The authors should also justify their power analysis choices here. Assuming a medium 
effect size seems optimistic given the literature, and given their own acknowledgement 
on page 8 of poor treatment engagement in these types of youth. 
R: As previously explained to the editor, we used the GPower software (Faul et al. 2009), to 
compute the power analysis. G * Power offers five different types of statistical power analysis, 
including an a priori statistical power analysis (i.e., before the clinical trial onset – the one we 
used), in which the sample size N is computed as a function of the: (1) required power level; (2) 
the pre-specified significance level, and (3) the population effect size to be detected. In the tool 
we can choose "‘small"’, "‘medium"’, and "‘large"’ effect sizes (Cohen, 1988). Ideally, choosing, 
a priori, a categorical effect size should be based on previous (similar) studies (Cunningham 
and McCrum-Gardner, 2007). However, as specified in the introduction section of the current 
study, there are few studies on this research field, and none similar to the present study (in 
terms of participants, measures, intervention,…). Thus, we looked more broadly at: 
1. Treatment studies with young offenders (e.g., Andrews and Bonta, 2010; Koehler et al. 2013; 
MacKenzie and Farrington, 2015) – showing that CBT-based interventions (as it is the case of 
the PSYCHOPATHY.COMP) display medium effect sizes. 
2. The only meta-analysis on the treatment of psychopathic traits (that included several studies 
with different types of participants, diverse types of interventions, and different types of designs; 
Salekin, 2002) – showing that CBT-based interventions, psychodynamic interventions and 
eclectic intervention methods were effective for psychopathy. 
3. A previous clinical case study reporting major improvements in a male detained youth using 
the PSYCHOPATHY.COMP (Ribeiro da Silva et al. 2019) 
Therefore and also taking into account that the choice for an effect size is mostly a matter of 
clinical or research judgment, we decided to choose the “medium” effect size option 
(Cunningham and McCrum-Gardner, 2007). Of course that choosing and justifying the assumed 
effect size is not easy and it is considered by several authors the more problematic parameter to 
pre-specify (Cunningham and McCrum-Gardner, 2007). 
Regarding the issue you raised about treatment engagement, we stated that “Moreover, as 
detained youth with psychopathic traits tend to present poor treatment engagement (Hecht et al. 
2018; Leistico et al. 2008), the PSYCHOPATHY.COMP program was designed taking into 
account motivational interviewing strategies aligned with a CFT background (Steindl et al. 
2018).” This means that these youth tend to present resistances to engage in the therapeutic 
process (higher dropout rates than youth without psychopathic traits); it does not inform about 
the efficacy of the treatment per se. 
Taking into account this, we changed the sentence, which now reads: 
“With regard to the sample size, a power analysis was conducted a priori (GPower v3.1 
software; Faul et al. 2009), showing that a sample of 46 detained youth was necessary to detect 
medium effects with a significance level of .05 and a power of .90.”  
Still, if the reviewer finds it essential, we can add a more detailed description of the GPower 
procedure and issues related to the effect size pre-specification in the manuscript. 
 
In the procedures section I would reiterate what exclusion criteria 1 and 2 were. I would 
also state that only 1 participant chose not to participate after being invited, as it reduces 
fear of selection bias.  
R: We changed the sentence accordingly, which now reads: 
“For participants eligible for the study (participants fulfilling exclusion criteria 1 - non-Portuguese 
speaking; and 2 - remaining in the juvenile detention facility less than 12 months since the 
beginning of the program - were immediately excluded), a first meeting with the research team 
was carried out after the first month of detention, as this is considered an adaptation period.”  
Regarding the participant that chose not to participate in the study and again in line with the 
TREND and CONSORT statements, we maintained this information in the results section, as it 
is not only an important part of the results, but also gives information regarding the adherence to 
the treatment. 
  
It would be helpful to contextualize the YPI-S scores here, and what a “normative” score 
would be in a community-based sample. Given it’s the main outcome of interest, it’s 
helpful to think about A) whether these youth are systematically underreporting 
compared to community children, and/or B) whether these scores are comparable to 
former forensic samples. Also, are these scores correlated with the recidivism risk 
scores, quantity of crimes, type of crimes, previous contact with law enforcement, etc.  
R: In the measure subsection of the method, particularly when describing the YPI-S, we added 
the mean and the standard deviation of the YPI-S in a previous study using both a community 
and a forensic sample of Portuguese youth (Ribeiro da Silva et al. 2019b). This study, similarly 
to what was found in previous studies around the world and in samples of Portuguese youth 
(both community and forensic), showed that forensic participants tend to score higher than 
community ones on the YPI-S, and on its original version - YPI (e.g., Pechorro et al. 2015, 2017; 
Salekin et al. 2018). Moreover, these studies tend to report moderate to high correlations 
between the YPI-S and several measures of antisocial/disruptive behavior (Pechorro et al. 
2015, 2017; Salekin et al. 2018). Therefore, participants in the current study seem not to be 
underreporting the YPI-S items, as results are similar to the ones obtained in other forensic 
samples. 
This sentence now reads: 
“In a previous study, as expected (Salekin et al. 2018), Portuguese community male youth had 
a lower mean score (M = 38.17; SD = 6.03) than Portuguese forensic male youth (M = 42.41; 
SD = 7.51) (t = 9.239; p < .000) (Ribeiro da Silva et al 2019b).” 
 
I’m curious whether this is the only outcome that was administered after this 
intervention—it seems unlikely given the length and involvement, and the addition of 
other outcomes could bolster confidence in the efficacy of this study.  
R: Although we used other self-report measures, these are being validated to the Portuguese 
(community and forensic) youth population. Therefore, and for a question of robustness (and 
also because we cannot compute the RCI without the normative data), we will not present those 
results in this work. When this clinical trial is finished, we believe that the measures will be 
validated and we can present these results in future result studies.  
In sum, this is just the first clinical trial (a pilot-study) aimed to present the preliminary findings 
testing the efficacy of the PSYCHOPATHY.COMP program, in which the main outcome is the 
YPI-S (psychopathic traits). We hope we have a long run ahead. 
 
If the authors are going to do an ANOVA, which has several important requirements, and 
makes significant assumptions, they should mention the tests done to ensure they fulfill 
those assumptions, and the relevant statistics. Is there a reason they didn’t use a 
regression with a group x time interaction effect? 
R: The 2x2 mixed ANOVA design, to the best of our knowledge, is the most used strategy in 
similar works, as we have two conditions (treatment group vs. control group - between-group 
factor and two time points in which individuals of both groups were assesses (before and after 
the PSYCHOPATHY.COMP - within-group factor).  
When checking for assumptions, at baseline: 
Data was approximately normally distributed - Kolmogorov-Smirnov tests all p >.05, except for 
the II factor of the YPI-S (p = .043); but Shapiro-Wilk tests all p >.05. 
Homogenety of variance - Levene’s tests - all p >.05 
Mauchly´s tes of sphericity – N/A as the within group factor is time (baseline and post-treatment; 
i.e. two levels - sphericity is met; Field 2013) 
We add a footnote (footnote 3) with this information that reads: 
“Assumptions were checked prior to the analysis - no assumptions were violated; Shapiro-Wilk 
tests all p >.05; Levene’s tests - all p >.05”  
 
They could also consider converting their partial eta squared effect sizes to Cohen’s d, 
for the sake of comprehension.  
R: When conducting a mixed ANOVA it is not possible to compute Cohen’s d, as Cohen d 
expresses the difference between two means relative to their standard deviation [i.e.; d = (mean 
1–mean 2)/(the average standard deviation of the two groups)]. In the 2x2 mixed ANOVA, which 
has both a between and a within group factor, we have more than 2 means and 2 SD. For this 
reason and because partial eta squared effect sizes are considered appropriated for mixed 
ANOVAs designs we continued to use them (Bakeman 2005) 
 
Finally, in a sample of this size, some graphical representation of the before and after 
data would be helpful in reassuring the reader about outliers and potential points of 
leverage (example below). I suspect the Reliable Change Index is telling you similar 
things, but with a sample this small a graph would be easy to show and understand.   
 
 
R: To the best of our knowledge, the RCI is the most robust procedure to assess significant 
clinical change after an intervention/program at an individual level (Atkins et al. 2005). The RCI 
provides information about treatment effects for each individual, allowing testing whether an 
individual improves or deteriorates in comparison to baseline (Wise 2004). Taking into account 
normative data (i.e., data from a community sample) and the measurement error of the measure 
(i.e., the α of the measure), the RCI can determine whether the change places the individual 
inside the norms of functional groups (testing of the null hypothesis of no clinically meaningful 
change) and whether the observed change is in fact genuine and not just due to measurement 
errors (Wise 2004). Therefore, and because the RCI also allows to compare the treatment and 
control groups in the distributions by clinical change categories (Chi square statistics with 
Fisher’s exact tests with a .05 level of significance) as well as effect sizes calculated with 
Cramer’s V, we opted to maintain this approach.  
 
The authors discuss using a normative sample from another study (Ribeiro da Silva et 
al., 2019b) but as far as I can tell this wasn’t discussed anywhere else in the manuscript. 
If this intervention was conducted in a community-based(?) sample, that is worth 
discussion in depth.  
R: The data used was only to compute the RCI, as to compute the RCI we need the standard 
deviation of the YPI-S in a normative/community sample (in this case we used the data from 
Ribeiro et al., 2019 study). Thus, this has nothing to do with the intervention; we did not conduct 
the intervention in a community-based sample. 





where: x2 represents the result of the individual in the post-treatment, x1 
represents the result of the individual in the baseline, SD0 represents the standard deviation of 
the variable in a normative sample (in this case we relied on the data of the normative sample 
used in the study by Ribeiro da Silva et al. 2019b) (…)” 
 
I’m glad there were ratings of the sessions, however I think the authors could consider 
moving these details to the methods section after the description of the intervention, and 
just say that quality of the administration of the intervention was high (cite statistics 
here), they could also move these details to a small table, and include the range. 
R: Considering (1) the difficulties in the treatment engagement of detained youth with 
psychopathic traits [as explained in the introduction section – “Moreover, as detained youth with 
psychopathic traits tend to present poor treatment engagement (Hecht et al. 2018; Leistico et al. 
2008”)]; (2) the lack of studies reporting on treatment engagement and treatment integrity 
(Hecht et al. 2018; Polaschek and Skeem 2018), and (3) considering that the ratings of the 
sessions and the assessment of treatment integrity are an important outcome of clinical trials 
(TREND and CONSORT statements – Ancillary analyses), we opted to maintain these results in 
the results section.  
 
RESULTS 
I would list much of the recruitment and retention details in the methods section, not 
here. More statistics should be provided in parentheses in the description of the results 
to support the conclusions. Again, the authors could consider an alternative statistical 
analysis in accordance with their small sample size.  
R: As stated, although we understand the comment of the reviewer, according to the TREND 
and CONSORT statements, recruitment and retention are an outcome of controlled or 
randomized controlled studies. Therefore, these data should be placed in the results section of 
the manuscripts. 
Regarding the results, we opted to maintain our approach to avoid duplicating results (APA 
2010; Atlas 1995). In detail, we reported the results in the tables (for sake of detailing and 
comprehension) and recapitulate just the main findings in the text.  
As explained previously, we believe that the statistical analysis approach is accurate and robust, 
although we recognize that one of the limitations of this work is the small sample size. We clarify 
this in the text, which now reads:  
“Bearing in mind that these are only preliminary findings of a controlled trial, there are several 
limitations that should be acknowledged, most importantly: the small sample size, the lack 
randomization, and the lack of follow-up assessment. Thus, generalizations should be carefully 
addressed in further research. Future studies, with a randomized controlled design, a larger 




There were a lot of areas in this section that could be tweaked for improved reading 
comprehension. In the Limitations, the authors might consider the cost of this 
intervention, with highly qualified mental health professionals, a long intervention, and 
individual sessions. They also don’t speak to international generalizability of this 
intervention—it may be that it’s only appropriate for these types of facilities (aka, would 
not work in the US).  
R: We agree with the review that this seems to be a cost intervention, at least at a first sight; 
i.e., although this intervention would increase short-term costs (e.g., human resources; training), 
we believe that it can eventually reduce the costs in a long-run. In detail, the delivery of tailored 
interventions to reduce psychopathic traits and antisocial behavior may increase the odds of 
these youth to be rehabilitated, potentially decreasing the recidivism rates (which represent a 
great cost to several juvenile justice systems around the world) of a greater number of young 
offenders. 
We also agree with the reviewer that there is a long path to consider this as an evidence-based 
therapy - with positive results in several studies conducted in several countries (David and 
Montgomery 2011). However, we must keep in mind that this is just a preliminary test of the 
PSYCHOPATHY.COMP´s efficacy – more studies are planned (and needed) before we can try 
to test the international generalizability of this intervention. We believe that if we continue to 
have positive outcomes in Portugal, with appropriate training to the mental health professional, 
this intervention might work in other countries, regardless of the type of facilities.  
We added those limitations into the discussion section of the manuscript, which reads: 
“Finally, we must consider that being a 20-session individual intervention that requires to be 
delivered by highly qualified mental health professionals; the PSYCHOPATHY.COMP involves 
non-negligible costs. However, if the PSYCHOPATHY.COMP program continues to display 
positive treatment outcomes, the increased short-term costs of this intervention (e.g., human 
resources; training) can eventually reduce the long-run costs for the juvenile justice system; i.e., 
delivering a tailored intervention to the specific mental health needs of detained youth may 
increase the odds of these youth to be rehabilitated, potentially decreasing the recidivism rates 
of a greater number of youth. Nevertheless, we must keep in mind that much more research is 
needed before the PSYCHOPATHY.COMP can be considered an evidence-based 
psychotherapy (David and Montgomery 2011).” 
 
OTHER 
The authors should give a close read to the manuscript, as there are multiple places with 
missing words or incorrect formatting (exs: Page 2, line 42, there should be a “have” 
between studies and demonstrated, Page 3, line 60, “in deep” should be “in depth”. 
Raters is also misspelled as ratters throughout). There are also sentences that could be 
rephrased for reading comprehension, (e.g., “Considering therapeutic engagement and 
treatment integrity assessment, as video-tapping and/or…”). This is not a thorough list, 
and a copyeditor would also be helpful in these issues.  
R: We thank the reviewer for highlighting those. We corrected the ones you mentioned and a 





The authors have created and are testing a standardized therapeutic program focused on 
decreasing psychopathic traits in youth. To my knowledge, this program and the study 
are highly unique and make an important contribution to the field. The manuscript has 
several strengths including its excellent writing style and clarity, appropriate and 
comprehensive use of statistics to test the hypotheses, and theoretical foundation that is 
expressed in both the literature review and applied in the discussion.  
There are few weaknesses in the manuscript, though the most important is that the 
authors chose not to randomize to conditions. While they explain their reasoning, the 
lack of randomization is an important consideration in determining the reliability and 
validity of the results. Personally, I think that the importance of randomization is greater 
than the cost of having therapists available 12 months instead of 6 months. The authors 
do not consider that since so many of the youth in detention may have been in therapy, 
they may have constituted an important therapeutic milieu that existed outside of the 
therapy sessions and perhaps supported each other that went beyond the power of the 
individual therapy itself. A randomized design might have controlled for this in my 
opinion.  
R: Thank you for your positive comments. We really struggled to try to have an RCT design, but, 
as explained in the procedures section, that was not possible at that time. Youth are 
continuously entering and leaving the detention facilities and randomization was not possible, 
even if we have therapists available for more months. Based on this roadblock as well as on the 
knowledge that several meta-analyses of intervention protocols for high-risk offenders have 
found little or no difference in effect sizes for randomized versus high-quality quasi-experimental 
designs (Hollin 2008) we opted for a controlled design for this first clinical trial.  
However, we must state that we are planning to continue to investigate the efficacy of 
the PSYCHOPATHY.COMP as we are applying for another R&D project. This time, as 
randomization at the individual level will not be possible (for the same reasons); we will try the 
randomization at a cluster level (by detention facilities - cluster randomized trial design; 
CONSORT), with outcome analysis assessed at the individual level. We believe that this will be 
the only (possible) way to conduct an RCT in Portuguese juvenile detention facilities (which will 
also solve the issue you mentioned when stating that youth in therapy may have constituted an 
important therapeutic milieu that existed outside of the therapy sessions), and we are looking 
forward to have the financial support to begin. 
Despite this, we changed the sentence in the discussion section, highlighting the need 
for RCT studies, which now reads: 
“Future studies, with a randomized controlled design, a larger sample and follow-up 
assessments are required prior to establish the PSYCHOPATHY.COMP efficacy.” 
 
Two other minor weaknesses include the fact that the RCI is not reported in the results 
section, and should be.  
R: The RCI is reported at table 4 and a recapitulation of the main findings is the results section, 
we clarified this, so the sentence now reads: 
“Data relating to individual clinical change (RCI) in psychopathic traits on both groups are 
presented at Table 4. (…)” 
 
Finally, the authors do not address the lack of randomization as an important limitation 
to the extent that it should be in the discussion. But overall, these weaknesses 
notwithstanding, the manuscript makes a very important contribution to the field. 
R: We acknowledged this limitation in the discussion section, the sentences now reads: 
“Bearing in mind that these are only preliminary findings of a controlled trial, there are several 
limitations that should be acknowledged, most importantly: the small sample size, the lack 
randomization, and the lack of follow-up assessment. Thus, generalizations should be carefully 
addressed in further research. Future studies, with a randomized controlled design, a larger 
sample and follow-up assessments are required prior to establish the PSYCHOPATHY.COMP 












Objective: To assess the preliminary efficacy of the PSYCHOPATHY.COMP in reducing 
psychopathic traits among male detained youth.  
Method: In this controlled trial, a treatment group (n = 24) and a control group (n = 22) answered 
the Youth Psychopathic Traits Inventory-Short at baseline and post-treatment. Treatment 
participants attended the PSYCHOPATHY.COMP, in addition to the Treatment As Usual (TAU); 
controls only received TAU. The treatment effects were tested both at a group level (2x2 mixed 
ANOVA) and at an individual level (Reliable Change Index; RCI).  
Results: ANOVAs showed medium to large effect sizes (η2p); while RCIs revealed strong to 
moderate effect sizes (Cramer’s V).  
Conclusions: Despite the limitations, this study offered preliminary evidence for the efficacy of the 
PSYCHOPATHY.COMP, suggesting that interventions targeting psychopathic traits should be 
considered in the rehabilitation of detained youth, as the absence of tailored interventions may 
increase the levels of psychopathic traits and its associated risks. 
 
Keywords: Compassion Focused Therapy; Conduct Disorder; Detained Youth; Individual 


















































































Clinical change in psychopathic traits after the PSYCHOPATHY.COMP program: 
Preliminary findings of a controlled trial with male detained youth 
Conduct Disorder (CD) is the most diagnosed psychopathological disorder in detained youth 
(Abram et al. 2015; Rijo et al. 2016). Additionally, detained youth with CD and high levels of 
psychopathic traits1 (i.e., Grandiose-Manipulative/GM, Callous-Unemotional/CU; and Impulsive-
Irresponsible/II traits) present a more persistent and severe pattern of antisocial behavior, higher 
recidivism rates and less engagement and responsivity to treatment than detained youth with CD 
only (Edens et al. 2007; Gretton et al. 2004; Leistico et al. 2008; Ribeiro da Silva et al. 2012, 2013, 
2019b). Although there is a long debate whether psychopathic traits are treatable or not (Cleckley, 
1941/1988; Harris and Rice 2006; Salekin 2002), few studies tested the efficacy of intervention 
programs in reducing psychopathic traits and there is still a scarcity of psychotherapeutic 
interventions specifically tailored to target psychopathic traits (Ribeiro da Silva et al. 2019a; 
Salekin et al. 2012). Considering the high risk for detained youth with psychopathic traits to 
reoffend and to face prison sentences in adulthood (Edens et al. 2007; Gretton et al. 2004), there is a 
clear need to build on previous research, developing and testing the efficacy of psychotherapeutic 
interventions specifically tailored to reduce psychopathic traits in this at-risk population (Hecht et 
al. 2018; Polaschek and Skeem 2018). 
While a considerable number of systematic reviews and meta-analytic studies have 
demonstrated that criminal recidivism rates and other behavioral, emotional and cognitive correlates 
of antisocial behavior were reduced after the delivery of behavioral and cognitive-behavioral (CBT) 
group interventions to detained youth (e.g., Andrews and Bonta 2010; Koehler et al.2013; 
MacKenzie and Farrington 2015), few studies tested the efficacy of psychotherapeutic interventions 
in reducing psychopathic traits among these youth (e.g., Butler et al. 2011;  Caldwell 2011; 
Caldwell et al. 2006; Manders et al. 2013; Salekin et al. 2012). Moreover, just four of these studies 
(Butler et al. 2011; Caldwell 2011; Caldwell et al. 2006; Manders et al. 2013) used a treatment 
                                                          
1 Please note that there are several conceptualizations of psychopathic traits in youthful populations as well as several 
measurement tools attuned to the underpinning conceptualization. For a recent and in-depth discussion on this topic see 






































































group and a control group to ascertain that treatment effects were the result of the intervention 
(Hollin 2008).  
Caldwell and colleagues (2006), in a controlled trial design, assigned 141 male young 
offenders with high scores on the Psychopathy Checklist: Youth Version (PCL:YV > 27) to either 
the Mendota Juvenile Treatment Center (MJTC - an intensive treatment program using CBT 
techniques; n = 56) or to “treatment as usual” (TAU; n = 85) in conventional juvenile correctional 
institution settings. Results showed that young offenders of the MJTC group were less likely to 
violently recidivate in the community during the 2-year follow-up than those from the TAU group. 
Caldwell (2011), in another controlled trial, examined the association between the facets of 
psychopathy (assessed with the PCL:YV) and changes in disruptive behavior/criminal recidivism in 
a sample of male young offenders. The author assigned 248 male young offenders to either the 
MJTC (n = 101) or to TAU (n = 147) in conventional juvenile correctional institution settings. 
Treatment was associated with a significant decrease in criminal recidivism at a 5-years follow-up 
period. The Interpersonal facet of the PCL:YV was found to play a key role in disruptive/criminal 
behavior (Caldwell, 2011). Butler and colleagues (2011) randomly assigned 108 families of young 
offenders to either Multisystemic Therapy (MST; n = 56) or to the services delivered by Youth 
Offending Teams (YOT; n = 52). Both MST and YOT interventions decreased offending, but the 
MST reduced significantly further the likelihood of non-violent offending during the 18-month 
follow-up period. Besides, MST was more effective in reducing post-treatment parent ratings (but 
not youth ratings) of psychopathic traits (measured by the Antisocial Process Screening Device) 
than YOT. Lastly, Manders and colleagues (2013) randomly assigned 256 adolescents referred for 
conduct problems to either MST (n = 147) or TAU (n = 109); pre and pot-treatment design. CU 
traits did not decrease significantly in either treatment conditions, II traits decreased in both 
conditions, and GM traits decreased significantly only in the MST condition (as measured by the 






































































In sum, the findings from two of these studies suggested that criminal recidivism rates can 
be reduced after the delivery of a cognitive-behavioral-based intervention to detained youth with 
psychopathic traits (Caldwell 2011; Caldwell et al. 2006). The study of Butler and colleagues 
(2011) found that psychopathic traits rated by parents (but not by youth) can be decreased with a 
family-based intervention; no data were reported regarding each psychopathic trait separately. In 
turn, the study of Manders and colleagues (2013) reporting on the changeability of psychopathic 
traits rated by youth (i.e., GM, CU, and II traits separately) found that while GM and II traits were 
reduced with a family-based intervention, no changes on CU traits was observable. 
Despite the encouraging results, these studies presented some limitations. Two studies 
included a mixed sample of male and female young offenders from clinical and forensic settings 
(Butler et al. 2011, Manders et al. 2013), which may bias results, as different types of participants 
usually present different treatment needs (Hecht et al. 2018). Treatment description was lacking in 
two studies (Caldwell 2011; Caldwell et al. 2006) and treatment integrity was not controlled in three 
studies (Caldwell 2011; Caldwell et al. 2006; Manders et al. 2013), both essential criteria for 
empirical testing of interventions’ efficacy as well as for the dissemination of evidence-based 
practices (Perepletchikova 2011). Finally, in one study, the measures of psychopathic traits were not 
previously validated in the country where the study was carried out (Manders et al. 2013), which 
may account for reliability issues.  
As psychopathic traits are associated with distinctive biological, emotional, cognitive, and 
social dysfunctions and therefore require a tailored intervention (Hecht et al. 2018; Polaschek and 
Skeem 2018), it is also noteworthy that none of these four studies used an intervention program that 
was specifically designed to target psychopathic traits. Moreover, no study tested the efficacy of an 
individual intervention program in reducing psychopathic traits. Individual interventions can offer 
an in depth treatment alternative that can be easily tailored for the specific mental health needs of 
detained youth and may facilitate therapeutic engagement and the establishment of a strong 






































































psychopathic traits (Salekin 2002; Wilkinson et al. 2015). Finally, no clinical trials have been 
published testing the efficacy of new forms of cognitive-behavioral therapies (i.e., contextual CBT 
approaches like Acceptance and Commitment Therapy, Compassion Focused Therapy, 
Mindfulness) in reducing psychopathic traits in detained youth. 
In order to overcome some of these shortcomings, Ribeiro da Silva and colleagues (2017) 
developed a new individual intervention, the PSYCHOPATHY.COMP program, which was 
specifically designed to target psychopathic traits (for a detailed description of the program, see 
Interventions section). The PSYCHOPATHY.COMP is based on Compassion Focused Therapy 
(CFT), an evolution-based approach to mental functioning that showed promising results in the 
treatment of several mental health problems in adulthood, some of them previously considered 
difficult to treat (see Leaviss and Uttley 2015 and Kirby et al. 2017 for a review).  
Besides acknowledging the influence of genetic, epigenetic, neural, and environmental 
effects, CFT also recognizes the importance of evolutionary influences to the human functioning 
(Gilbert 2019). In specific, CFT also recognizes that humans have an innate set of basic 
motivations, crucial to surviving and thriving, which include universal and automatic reactions to 
physical and social threats/opportunities as well as basic attachment and affiliative instincts 
(Kumsta 2019; Sheskin et al. 2014). To integrate these motivations and to regulate emotional states, 
humans may recourse to the threat system (common to all species; its function is to protect 
individuals from threats through archaic and automatic responses - freeze, flight, fight), to the drive 
system (its function is to allow individuals to experience positive feelings that encourage, guide, 
and motivate them to seek out resources to survive and thrive), and to the soothing system (its 
function is to allow individuals to experience tranquility and safeness) (Gilbert 2015). According to 
a CFT framework, mental health problems emerge when there is an unbalance of these emotion 
regulation systems, particularly when the threat activation commands individuals’ functioning. 
Central to the activation of the threat system is shame (unbearable and persistent feelings of being 






































































in several mental health problems (Elison et al. 2006; Gilbert 2015, 2019; Nathanson 1992; Vagos 
et al. 2018b).  
CFT conceptualizes antisocial behavior patterns and psychopathic traits as evolutionary 
rooted responses to deal with harsh rearing scenarios (i.e., rearing environments marked by 
traumatic experiences - e.g., unpredictability, threat, child abuse; and/or by the absence of affiliative 
signals - e.g., lack of warmth and safeness experiences), which interplay with other etiological 
factors, like genetic, epigenetic and neural influences (Cowan et al. 2016; Del Giudice and Ellis 
2015; Murray et al. 2018; Ribeiro da Siva et al. 2015; Waller et al., 2016). In detail, if the human 
brain is evolutionarily designed to survive and thrive in adverse environments, when individuals are 
raised in harsh rearing scenarios, as are the majority of detained youth, their brains also become 
calibrated for such environments (Sheskin et al. 2014; Vagos et al. 2016, 2017, 2018). However, 
while the presence of traumatic experiences seems to contribute to threat focused and antisocial 
behaviors, psychopathic traits seems to be predicted by rearing environments that are marked by 
both the presence of traumatic experiences as well as by the absence of warmth and safeness 
experiences (Henry et al. 2018; Pasalich et al. 2011; Ribeiro da Silva et al. 2019c). Young offenders 
with psychopathic traits tend therefore to be focused on short-term goals, presenting an 
overdeveloped and hypervigilant threat system and an under responsive soothing system as well as 
central emotional dysfunctions (Ribeiro da Siva et al. 2015). These emotional dysfunctions 
comprise, among others, high levels of shame and emotion regulation problems; i.e., these youth 
tend to bar the experience of shame and other unpleasant emotions and/or attack others in potential 
shameful/threatening situations (Garofalo et al. 2018; Kosson et al. 2016; Ribeiro da Silva et al. 
2019c; Sheskin et al. 2014). Thus, although early conceptualizations emphasized the appearance of 
sanity and the lack of emotional experience as core features of psychopathy (Cleckley 1941/1988), 
increasing research is finding evidence that psychopathic traits probably act as a mask of 
invulnerability that hides deep suffering and a shameful nucleus (Garofalo et al. 2018; Kosson et al. 






































































In a CFT-based intervention, such as the PSYCHOPATHY.COMP program, individuals are 
guided to discover that our functioning is actually not our fault, as we are just one version of 
ourselves, which was shaped by evolutionary, genetic, epigenetic, and environmental influences 
that we did not choose (Cowan et al. 2016; Gilbert 2019). Nonetheless, it is also our responsibility 
to live to be helpful and not harmful to ourselves and others (Gilbert 2019). To encourage this 
responsibility, CFT-based interventions include the Compassionate Mind Training (CMT); i.e., 
training on specific practices that are designed to: cope with the triggering of the threat system; 
develop the soothing system; balance the emotion regulation systems; overcome fears, blocks, and 
resistances to compassion; and promote the development of the different flows of compassion - give 
compassion to others, receive compassion from others, and self-compassion (Gilbert 2019).  
A clinical case study demonstrated that the PSYCHOPATHY.COMP program was effective 
in reducing psychopathic traits and disruptive behavior in a juvenile detainee with CD and high 
levels of psychopathic traits (Ribeiro da Silva et al. 2019a). However, clinical trial designs are 
needed to test the effectiveness of this psychotherapeutic intervention. Using a controlled design, 
this study aimed to test the preliminary efficacy of the PSYCHOPATHY.COMP in reducing 
psychopathic traits among male detained youth.  Taking into account that this program was 
specifically designed to target psychopathic traits, surpassing the limitations of previous 
interventions, and considering previous research findings (Ribeiro da Silva et al 2019a), it was 
expected that the PSYCHOPATHY.COMP would reduce psychopathic traits in detained youth. 
METHOD 
This trial was designed in accordance with the Transparent Reporting of Evaluations with 
Nonrandomized Designs (TREND Statement;  Des Jarlais et al. 2004) and was registered as a 
controlled trial at ClinicalTrials.gov (ID: NCT03971682). 
Trial design and participants 
 This study was a controlled trial with blind assessments, carried out between March 2018 






































































years old from the six Portuguese juvenile detention facilities. Exclusionary criteria included: (1) 
non-Portuguese speaking (to avoid communication issues); (2) remaining in the juvenile detention 
facility less than 12 months since the beginning of the program (taking into account 
PSYCHOPATHY.COMP length and assessment period); (3) presence of cognitive disabilities 
(because PSYCHOPATHY.COMP is not suitable for cognitively-impaired youth); (4) presence of 
psychotic symptoms (the experiential exercises used in the program are contraindicated for 
psychotic patients); (5) presence of autism spectrum disorders (because PSYCHOPATHY.COMP 
was not designed considering the social impairments of these youth). Female detained youth were 
also excluded from this study, as they represent a small percentage of the total young offenders 
detained in Portuguese juvenile detention facilities, and any possible idiosyncrasies from this cohort 
would be underrepresented (Rijo et al. 2016). As research has shown that the association between 
CD and psychopathic traits predicts a worse prognosis (Edens et al. 2007; Gretton et al. 2004; 
Leistico et al. 2008; Ribeiro da Silva et al. 2019b), inclusion criteria for this study was the presence 
of a CD diagnosis as the main diagnosis (assessed with the MINI-KID; see Measures section). 
With regard to the sample size, a power analysis was conducted a priori (GPower v3.1 
software; Faul et al. 2009), showing that a sample of 46 detained youth was necessary to detect 
medium effects with a significance level of .05 and a power of .90.  
Interventions  
The PSYCHOPATHY.COMP program is an individual CFT-based intervention for detained 
youth, which was specifically designed to reduce psychopathic traits and disruptive behavior 
through the development of a compassionate motivation in these youth.  
The PSYCHOPATHY.COMP was developed by a research team that included experts in 
CFT and/or CBT, most of them with clinical experience in the assessment and treatment of detained 
youth. In the first stage, the research team had intensive training on CFT and discussed the 
program´s structure and methodologies. From this effort, a draft of the PSYCHOPATHY.COMP 






































































Based on the qualitative feedback data from this feasibility study and on supervision sessions with a 
CFT expert, content-related changes were identified and conducted to develop the final version of 
the PSYCHOPATHY.COMP program. This program has many similarities with other CFT 
programs (e.g., strategy of change, CMT; Gilbert 2010) but stands out by being highly experiential 
and tailored for the specific issues and life experiences of detained youth; i.e., the contents and 
methodology was adapted to the features of the target population. Moreover, as detained youth with 
psychopathic traits tend to present poor treatment engagement (Hecht et al. 2018; Leistico et al. 
2008), the PSYCHOPATHY.COMP program was designed taking into account motivational 
interviewing strategies aligned with a CFT background (Steindl et al. 2018).  
The PSYCHOPATHY.COMP is a manualized program of 20 60-min sessions, which runs 
on a weekly basis. Sessions must be delivered by therapists skillful in CFT. The program’s structure 
follows a progressive strategy of change, which occurs in four successive modules (see Table 1): (1) 
The basics of our mind; (2) Our mind according to CFT; (3) Compassionate Mind Training; and (4) 
Recovery, relapse prevention, and finalization. As a common feature of all therapeutic sessions, 
therapists are focused on developing a secure therapeutic relationship, evaluating the motivational 
stage of the youth, and stimulating the CMT. 
[Insert Table 1] 
The main goal of module 1 is to offer youth insights about the evolutionary roots of humans’ 
basic emotions, motives, and needs, including the instinctive and universal responses to social and 
physical threats. Assuming a non-pathological, non-judgmental, and de-shaming perspective, youth 
are encouraged to understand that even if we cannot change events, emotions, and thoughts 
themselves, we can change the way we interact with them and act on them. CMT is introduced in 
module 1 as an essential platform to begin the process of building participants’ compassionate mind 
and awareness. 
Module 2 brings awareness to youth about the functioning of the human mind according to a 






































































even though we are “just one version of ourselves” (i.e., we probably would be different if genetic 
or background factors in our lives have been different), our evolutionary, genetic, and contextual 
inheritance does not lead to determinism, as we all could make conscious actions as we increase our 
knowledge about our own functioning. To encourage such conscious actions, beyond the 
importance of CMT, youth are guided to understand the concepts of emotion regulation systems, 
shame, and shame coping strategies. 
Module 3 is explicitly focused on CMT, although CMT started in module 1 and continued 
during module 2. Using experiential exercises, youth are gradually exposed to the triggering of the 
threat system (mostly anger and shame exposure) to allow them to understand its outputs (in their 
mind/body), differentiate and integrate their multiple selves (i.e., angry self, sad self …), search for 
and test compassionate strategies to bear and manage in healthy ways with their own distress. 
Lastly, module 4 is aimed at revisiting the motivations for recovery and preventing relapse 
below the lens of compassion. Youth are encouraged to genuinely understand that although 
suffering will always be part of our lives, this therapeutic journey presented them several 
compassionate emotion regulation strategies to deal with suffering. Nevertheless, therapists always 
emphasize youth’s control and personal choices, as well as their responsibility for change. 
Sessions present a default structure, starting with the therapist making a grounding exercise 
before the session, which is aimed to bring the compassionate self of the therapists into the session. 
The sessions themselves are then divided into three parts. Part 1 starts with a grounding exercise 
(i.e., Soothing Rhythm Breathing; Gilbert 2010), which is aimed at helping youth to be 
compassionate before starting the session itself, followed by an overview of the last session, and by 
a moment to explore any insights and/or events that occurred during the week. Part 2 starts with an 
experiential exercise, which is followed by the development of the session theme, where youth are 
guided to a deeper level of understanding. Lastly, part 3 starts with a session summary, and 
subsequently, youth are invited to do a CMT practice. At the end, a “Magic Card” is given to youth; 






































































The treatment group attended the PSYCHOPATHY.COMP program for about 6 months (in 
a total of 480 individual therapeutic sessions); in addition to the treatment as usual (TAU) delivered 
at Portuguese juvenile detention facilities. The TAU in Portuguese juvenile detention facilities is 
primarily aimed to increase educational and professional qualifications, as well as to promote 
behavioral regulation and encompasses: school frequency, a token economy system for behavior 
control, the frequency of a cognitive-behavioral group program (the GPS—Growing Pro-Social; 
Rijo et al. 2007) and individual counseling sessions delivered by psychologists from the juvenile 
justice system2 (the treatment group did not attend these sessions). Participants in the control group 
only received TAU, including the individual counseling sessions, and did not attend the 
PSYCHOPATHY.COMP during the research period.  
Measures 
Participants were assessed with a clinical interview and completed a self-report measure of 
psychopathic traits. Additionally, demographic, legal and criminal data on participants were 
collected from juvenile justice record file files, including their risk for criminal recidivism 
according to the Youth Level of Service/Case Management Inventory (YLS/CMI; Hoge et al. 
2002). The YLS/CMI was completed by a probation officer before youth´s detention. Based on the 
total score of the YLS/CMI, youth can be categorized into four levels of recidivism risk: low, 
moderate, high, or very high.   
Semi-Structured Clinical Interview 
In order to investigate mental health inclusion/exclusion criteria, participants from treatment 
and control groups were interviewed with the Mini-International Neuropsychiatric Interview for 
Children and Adolescents (MINI-KID; Sheehan et al. 2010; Portuguese Authorized Version by Rijo 
et al., 2016) at baseline. The MINI-KID is a structured clinical diagnostic interview that assesses 
DSM (Diagnostic and Statistical Manual of Mental Disorders, DSM-5; American Psychiatric 
Association 2013) disorders in children and adolescents in a way that is both comprehensive and 
                                                          
2 These individual sessions are not structured and depend on the theoretical background of the psychologist as well as 






































































concise. The MINI-KID is organized into diagnostic sections, each starting with two to four 
screening questions for each specific disorder. Additional symptom questions within each disorder 
section are asked only if the screen questions are positively answered. All questions are in a binary 
“yes/no” format. The MINI-KID takes into account not only DSM criteria A but also the 
impairment and duration of the symptoms and is considered a short and accurate instrument to 
diagnose mood disorders, anxiety disorders, substance-related disorders, tic disorders, disruptive 
disorders, attention-deficit hyperactivity disorder, psychotic disorders, eating disorders, and 
adjustment disorders. The interview also has a section that allows the screening of autism spectrum 
disorders. Moreover, items are included to address ruling out medical, organic, and/or drug causes 
for disorders. Diagnostic criteria are summarized and documented within each disorder section and 
on a summary sheet, allowing the interviewer to decide which disorder should be the major focus of 
clinical attention (i.e., the main diagnosis). The MINI-KID takes between 30 and 90 minutes to 
administer. Inter-rater reliability was found to be excellent for all mental health disorders assessed 
with the MINI-KID (Sheehan et al. 2010).  
Outcome measure - Psychopathic Traits 
In order to assess the PSYCHOPATHY.COMP efficacy on psychopathic traits, participants 
completed the Youth Psychopathic Traits Inventory-Short (YPI-S; Van Baardewijk et al. 2010; 
Portuguese version by Pechorro et al. 2015) at two time points: baseline and post-treatment 
assessment. The YPI-S is an 18-item self-report version of the original Youth Psychopathic Traits 
Inventory (YPI; Andershed et al. 2002), which assesses psychopathic traits in youth via ratings 
within three different factors: GM (e.g., “It’s easy for me to manipulate people”), CU (e.g., “I think 
that crying is a sign of weakness, even if no one sees you”), and II (e.g., “I like to do exciting and 
dangerous things, even if it is forbidden or illegal”). Each factor is estimated by a set of six items; 
each item is rated on a four-point scale (1 = “Does not apply at all” to 4 = “Applies very well”). 
Both the total YPI-S and the YPI-S factors can be scored by simply adding the item ratings; higher 






































































YPI-S has shown strong convergence with the original YPI and good psychometric proprieties (Van 
Baardewijk et al. 2010). In studies with Portuguese samples, the YPI showed a three-factor 
structure, acceptable to good internal consistency based on alpha, and high correlations between the 
YPI-S factors and the total YPI-S (Pechorro et al. 2017; Ribeiro da Silva et al. 2019b). In a previous 
study, as expected (Salekin et al. 2018), Portuguese community youth had a lower mean score (M = 
38.17; SD = 6.03) than Portuguese forensic youth (M = 42.41; SD = 7.51) (t = 9.239; p < .000) 
(Ribeiro da Silva et al 2019b). In the present study the YPI-S and its factors showed acceptable 
internal consistency based on alpha. Specifically, the alphas for the YPI-S total score and for the 
GM, CU, and II factors were .75, .73, .76, and.60, respectively.  
Procedures 
This study was approved by the Ethics Committee of the Faculty of Psychology and 
Educational Sciences of the University of Coimbra, by the Portuguese Data Protection Authority, 
and by the Portuguese Ministry of Justice. 
 As Portuguese juvenile detention facilities usually have no more than 150 detained youth 
(about 30 youth per juvenile detention facility), facing 6 to 36 months of detention, around 10 youth 
enter and leave Portuguese juvenile detention facilities per month, which makes it difficult to 
randomly assign participants to conditions. To try to minimize this roadblock and to maximize time 
and human resources as well as the quality of the trial design (Hollin 2008), the research team opted 
to assign the first 30 youth entering in the juvenile detention facilities during the research period to 
the treatment group, and the following 30 youth to the control group (in a total of 60 participants; 
12 more participants than required were enrolled in the study in order to overcome potential 
attrition issues). 
For participants eligible for the study (participants fulfilling exclusion criteria 1 - non-
Portuguese speaking; and 2 - remaining in the juvenile detention facility less than 12 months since 
the beginning of the program - were immediately excluded), a first meeting with the research team 






































































meeting, the researchers explained the goals of the study and presented a brief overview of the 
PSYCHOPATHY.COMP program to participants. It was also explained that their participation in 
the study would not impact their sentencing/school grades in any way and that no payment or extra 
credit would be offered. Confidentiality and anonymity of their responses were also guaranteed. 
Youth were then invited to participate voluntarily in the study and informed if they would be 
allocated to the treatment group or to the control group. Participants older than 18 years gave verbal 
and written consent for their own participation and participants younger than 18 years verbally 
assented to their own participation in addition to their parents/legal guardians' written consent. All 
youth who agreed to participate in the study were interviewed with the MINI-KID (see the Measure 
section) to assess the remaining inclusion/exclusion criteria and the presence of other mental health 
disorders. Participants who did not meet any exclusion criteria were assigned to the treatment 
condition or to the control condition as previously specified.  
All participants assigned to the treatment or to the control group were then assessed at 
baseline with the YPI-S (see the Measure section). Participants in the treatment group were assessed 
before the first session of the program (baseline assessment) and right after its terminus (i.e., post-
treatment assessment - about 6 months after the baseline assessment). Participants in the control 
group were assessed with the same time interval using the same measure.  
Independent research assistants blind to condition assignment participated in data collection. 
Respondent-specific codes were used to link the data from one time-point to the next one. These 
researchers received intensive training on the assessment measures (a three-day workshop on the 
administration and rating of the MINI-KID and training on the administration and rating of the self-
report questionnaire) and had supervision sessions with a senior researcher during data collection. 
Considering therapeutic engagement and treatment integrity assessment, as video-tapping 
and/or audio-tapping was not authorized by Portuguese Ministry of Justice due to ethical and 
confidential constrictions, researchers tried to overcome this shortcoming in numerous ways. First, 






































































intensive training and experience in delivering the PSYCHOPATHY.COMP program to young 
offenders. Second, during this study, the therapists had weekly supervised sessions with a CFT 
expert. Third, therapists and youth rated every session on their subjective perception regarding the 
usefulness of the session (1 = “nothing useful” to 10 = “extremely useful”) and the therapeutic 
relationship (1 = “very bad” to 10 = “very good”); therapists additionally rated every session on 
their subjective perception regarding how they follow the manualized protocol of the session (1 = 
“completely different” to 10 = “very similar”) and how globally they rated the session (1 = “very 
bad” to 10 = “very good”). Fourth, around 5% of the sessions (26 sessions; 12 from each therapists) 
were observed by an independent rater in order to assess treatment integrity; independent raters 
were 3 CFT experts who used a therapy assessment guide developed by the research team to 
evaluate the global quality of the session (taking into account a CFT approach and the protocol for 
the session itself), the therapeutic relationship and the therapeutic skills of the therapist. The global 
score of this assessment ranged from 1 (“inappropriate”) to 10 (“skillful”). Finally, the 
PSYCHOPATHY.COMP’s structured and manualized design also ensured treatment integrity, at 
least partially. 
Data analysis 
The SPSS v24 (IBM SPSS 2016) software was used to run the analysis in this study. 
Preliminary analyses included comparisons between the treatment and control group on 
demographic, legal, criminal, and clinical variables. Independent-samples t-tests or chi-square tests 
were used for comparisons depending on the nature of the data. Groups were also compared on the 
outcome measure at baseline, using independent-samples t-tests. The internal consistency of the 
outcome measure was calculated based on Cronbach's alpha.  
To test treatment effects, 2x2 mixed ANOVAs with time (before and after the 
PSYCHOPATHY.COMP) as the within-group factor and condition (treatment group vs. control 






































































squares (η2p), with η2p = .01 referring to a small effect size, .06 to a medium effect size and .14 to a 
large effect size (Tabachnick and Fidell 2013). 
Several authors argued that significant clinical change should also be addressed in the 
assessment of any treatment efficacy (Atkins et al. 2005; Jacobson and Truax 1991; Maaseen 2001; 
Wise 2004). In order to assess significant clinical change after the delivery of the 
PSYCHOPATHY.COMP program, the Reliable Change Index (RCI) was computed (Jacobson and 
Truax 1991). The RCI is considered an index with high reliability (Atkins et al. 2005), which was 
designed to test the efficacy of a particular therapy or program by evaluating intra-subject clinical 
individual change. Instead of focusing on the differences of mean scores, it provides information 
about treatment effects for each individual, allowing testing whether an individual improves or 
deteriorates in comparison to baseline (Wise 2004). In order to ascertain whether the observed 
change is in fact genuine and not just due to measurement errors, and whether the change places the 
individual inside the norms of functional groups (Wise 2004), the RCI allows the testing of the null 
hypothesis of no clinically meaningful change, depending on the normal distribution (Maaseen 
2001), and taking into account the measurement error of the instruments (Jacobson and Truax 




: where x2 represents the 
result of the individual in the post-treatment, x1 represents the result of the individual in the 
baseline, SD0 represents the standard deviation of the variable in a normative sample (in this case 
we relied on the data of the normative sample used in the study by Ribeiro da Silva et al. 2019b), 
and α represents the internal consistency of the scale at baseline. 
According to Wise (2004), if the RCI scores are > 0.84 we can assert, with a confidence 
interval of 80%, that real, reliable and significant change has been verified; however, if the result 
exceeds 1.28 or 1.96, that confidence interval increases to 90% and 95%, respectively. On the 
contrary, if the result is less than -0.84, we can say that deterioration occurred. All values between 






































































three broad categories were defined: ‘‘Global Improvement’’ (GI), ‘‘Global Deterioration’’ (GD) 
and ‘‘No Change’’ (NC). In this study, to compare both groups in the distributions by clinical 
change categories, Chi square statistics with Fisher’s exact tests with a .05 level of significance 
were performed. Effect sizes of the associations found in the distributions by clinical change 
category between groups were calculated with Cramer’s V (.00 and under .10 = negligible 
association; .10 and under .20 = weak association; .20 and under .40 = moderate association; .40 
and under .60 = relatively strong association; .60 and under .80 = strong association; and .80 and 
under 1.00 = very strong association). 
To assess therapeutic engagement and treatment integrity, means and standard deviations of 
youth and therapists’ ratings of the sessions were computed, as well as the means and standard 
deviation of the independent raters’ assessments. 
RESULTS 
Recruitment and retention 
A sample of 60 male detained youth was invited to participate in the study (see Figure 1). 
After assessing exclusion criteria (consulting the juvenile justice record file and/or interviewing 
participants with the MINI-KID), 9 (15%) participants were excluded from the study:  2 (3.3%) 
were non-Portuguese speaking, 4 (6.7%) would stay in the juvenile detention facility for less than 
12 months, 2 (3.3%) were suspected to have cognitive impairments, and 1 (1.7%) was suspected to 
have an autism spectrum disorder. Additionally, 1 (1.7%) detained youth declined to participate in 
the study. From this initial selection, 50 (83.3%) detained youth completed the baseline assessment 
and were allocated to the treatment group or to the control group.  
From the initial 26 treatment group participants, 24 (92.3%) completed the 
PSYCHOPATHY.COMP and the post-treatment assessment. Only 2 (7.7%) detained youth from 
the treatment group were not assessed at the post-treatment: 1 (3.8%) was released earlier than 






































































completed the post-treatment assessment and 2 (8.3%) did not complete the post-treatment 
assessment: 1 (4.2%) decline the assessment and 1 (4.2%) was released earlier than expected. 
[Insert Figure 1] 
Baseline differences 
Treatment and control groups were compared on demographic characteristics, as well as on 
legal, criminal and clinical features at baseline. As presented at Table 2, no significant differences 
were found in any of these variables (all p > .05). Baseline differences between groups were also 
tested for the total score of the YPI-S and its factors; no differences were found between conditions 
at the onset of the study (all p > .05; see Table 3).  
[Insert Table 2] 
Intervention effects on psychopathic traits 
Table 3 displays the mean scores and standard deviations of the outcome measure at 
baseline and post-treatment by group as well as mixed 2x2 ANOVAs results3. Significant time x 
condition effects were observed for the YPI-S total score and its factors (i.e., psychopathic traits 
reduced in the treatment group but not  in the control group); these effects had a large effect size for 
the YPI-S total score and for the II factor and a medium effect size for the GM and CU factors.   
[Insert Table 3] 
Data relating to individual clinical change (RCI) in psychopathic traits on both groups are 
presented at Table 4. Results indicated significant differences between groups in the distribution by 
clinical change categories for the total score of the YPI-S and its factors; i.e., a high percentage of 
participants from the treatment group showed improvements for the total score of the YPI-S and its 
factors, while a high percentage of controls fell into the deterioration or no change categories. 
Differences in the distributions between groups for the YPI-S total score and the II factor had a 
strong effect size, while for the GM and CU factors the effect size was moderate.  
[Insert Table 4] 
                                                          
3 Assumptions were checked prior to the analysis - no assumptions were violated; Shapiro-Wilk tests all p >.05; 






































































Assessment of therapeutic engagement and treatment integrity  
 Considering therapeutic engagement and treatment integrity, the mean score of the 
usefulness of the sessions rated by youth was 9.25 (SD = 1.02), while the mean score of the 
usefulness of the sessions rated by therapists was 8.44 (SD = .94). The mean score of the 
therapeutic relationship rated by youth was 9.75 (SD = .50), whereas the mean score of the 
therapeutic relationship rated by therapists was 9.09 (SD = .76). The mean score of the therapists 
subjective perception regarding how they follow the manualized protocol of sessions was 8.87 (SD 
= .73) and the mean score of the how globally therapists rated the sessions was 8.78 (SD = .74). 
Finally, the independent raters assessments of the sessions was 8.75 (SD = .81). Taking into account 
that all these assessments ranged between 1 and 10, these results were very positive. 
DISCUSSION 
This controlled trial aimed to test the preliminary efficacy of the PSYCHOPATHY.COMP 
program in reducing psychopathic traits in detained youth. At baseline, no differences were found 
between treatment and control groups in demographic, legal, criminal, and clinical variables, as 
well on psychopathic traits scores. The groups were therefore similar regarding all these variables, 
reducing possible bias associated with the absence of randomization (Hollin 2008). Intervention 
effects were analyzed both at a group level as well as at an individual level (through clinical change 
observed in each participant). Therapeutic engagement and treatment integrity were also examined. 
The results demonstrated that the PSYCHOPATHY.COMP was effective in reducing 
psychopathic traits in a sample of male detained youth. Considering the total score of the YPI-S, 
differences between treatment and control groups were found; i.e., with a large effect size, 
psychopathic traits reduced in the treatment group but not in the control group. A strong effect size 
was also observed concerning clinical change; i.e., while the majority of participants from the 
treatment group improved on the total score of the YPI-S and none treatment participant 
deteriorated, the majority of participants from the control group deteriorated over time. These 






































































intervention to reduce psychopathic traits among male detained youth. Moreover, these data also 
indicated that the TAU may contribute to maintain or increase psychopathic traits in detained youth. 
These findings support the idea that the absence of tailored interventions targeting psychopathic 
traits may account for an important deterioration in the levels of psychopathic traits in detained 
youth, which may increase the odds of these youth to display disruptive and antisocial behavior 
after release (Edens et al. 2007; Gretton et al. 2004; Hecht et al. 208; Leistico et al. 2008; Ribeiro da 
Silva et al. 2019b). Taking into account previous research, showing that it is the combination of all 
psychopathic traits that is particularly relevant for the display of disruptive and antisocial behaviors 
and, consequently, for criminal recidivism in detained youth (Edens et al. 2007; Leistico et al. 2008; 
Ribeiro da Silva et al. 2019b), it seems crucial to deliver tailored intervention programs to these 
youth that are able to reduce psychopathic traits (Ribeiro da Silva et al. 2019a). 
Regarding GM traits, differences between groups were also found; GM traits reduced in the 
treatment group but not in the control group (with a medium effect size). A moderate effect size was 
also observed concerning clinical change in GM traits; i.e., while the majority of participants from 
the treatment group improved on the GM factor, the majority of participants at the control group 
deteriorated or showed no change over time. These findings suggest that the 
PSYCHOPATHY.COMP program may be able to provide substantial improvements on GM traits, 
compared to TAU. As GM traits are regarded in the literature as an important roadblock in the 
efficacy of intervention efforts (because they are linked to manipulation, deceitfulness, dishonesty, 
and lying; Harris and Rice 2006; Salekin 2016, 2017), it seems essential that therapeutic efforts take 
into account and accurately address this set of traits (Ribeiro da Silva et al. 2019a; Salekin 2017).  
Differences between groups were also found for CU traits; CU traits reduced in the treatment 
group but not in the control group and the observed difference corresponded to a medium effect 
size. A moderate effect size was also verified regarding clinical change. In specific, while the 
majority of participants from the treatment group improved on the CU factor and none participant 






































































deteriorated or showed no change over time. Thus, it seems that the strategy of change of the 
PSYCHOPATHY.COMP program was also effective in reducing CU traits. These results go 
against literature pointing out that CU traits may be particularly resistant to treatment efforts (Butler 
et al. 2011; Wilkinson et al. 2015), highlighting that this set of traits may be effectively reduced if a 
tailored intervention protocol (which takes into account callous and unemotional features) is 
delivered to these youth. 
Finally, differences between groups were also found on II traits; II traits reduced in the 
treatment group but not in the control group and these differences achieve a large effect size. A 
strong effect size was also observed regarding clinical change in II traits; i.e., while the majority of 
participants from the treatment group improved on the II factor, the majority of participants at the 
control group showed no change or deteriorated over time. These results indicated that the 
PSYCHOPATHY.COMP was able to reduce II traits, whereas the TAU contributed to maintain or 
deteriorate this set of traits. Considering that II traits are frequently associated with aggressive and 
risk-taking behaviors, it seems crucial to try to reduce this set of traits during the detention length 
(Edens et al. 2007; Gretton et al. 2004).  
In the current study, the therapeutic engagement assessment and the integrity of 
PSYCHOPATHY.COMP’ delivery were ensured by several factors, namely through the training 
and supervision of the therapists who run the program, through assessing the perception of the 
youth and of the therapists about each sessions, and through the integrity assessment of a percentage 
of delivered sessions by independent raters. Results indicated that both youth and therapists 
perception was very positive, as well as the independent raters’ assessments. Moreover, the attrition 
rate was residual. These findings are somehow contrary to previous research suggesting that 
detained youth with psychopathic traits tend to present poor therapeutic engagement (Hecht et al. 
2018; Polaschek and Skeem 2018; Wilkinson et al. 2015), indicating that the 
PSYCHOPATHY.COMP program may help to solve therapeutic engagement issues in detained 






































































Overall, findings of the present study offer preliminary evidence of the 
PSYCHOPATHY.COMP’s efficacy in reducing psychopathic traits among detained youth, 
buffering the tendency of these youth to maintain or to get worse their levels of psychopathic traits 
across time (Edens et al. 2007; Gretton et al. 2004). Results also offer support for the 
PSYCHOPATHY.COMP program as a useful therapeutic intervention protocol to solve therapeutic 
engagement issues in detained youth with psychopathic traits (Hecht et al. 2018 and Polaschek and 
Skeem 2018). The strategy of change of the PSYCHOPATHY.COMP program seems therefore 
attuned to the intervention needs of this at-risk population. In detail, if we take into account recent 
research conceptualizing psychopathic traits as an adaptive response that masks central emotional 
dysfunctions (Garofalo et al. 2018; Kosson et al. 2016; Ribeiro da Silva et al. 2015, 2019a, 2019c), 
the PSYCHOPATHY.COMP may offer these youth a safe and warmth environment that allows 
them to  (1) process their own unpleasant memories and emotions in a compassionate way (2) build 
the courage, strength, and wisdom, to start to become more self-aware, in control, and responsible 
for their emotional states, gradually dropping out their mask of invulnerability; and (c) find and test 
compassionate alternative strategies to tolerate and cope in healthy ways with their own suffering 
and/or the suffering of others. 
Findings of the current study may also suggest that psychopathic traits may not be effectively 
addressed by the current practices delivered at Portuguese juvenile detention facilities, both 
analyzing the data at a group level and at an individual level. However, when analyzing the data at 
an individual level, although the majority of participants from the treatment group improved on 
their levels of psychopathic traits (both considering the total score of the YPI-S and its factors), 
compared to the deterioration or no change of the majority of participants from the control group, 
some youth from the control group also improved on their levels of psychopathic traits. These 
findings can be related with specific features of the Portuguese juvenile detention facilities, which 
present a structured environment, with few youth and a large number of adults that are daily 






































































Considering that according to a CFT framework psychopathic traits are seen as an adaptive strategy 
to deal with harsh rearing environments, the structured and protective environment of Portuguese 
juvenile detention facilities may help some detained youth to balance the triggering of the threat 
system and to be more responsive to the affiliative signals of others, which, per se, may facilitate 
the decreasing of psychopathic traits in some of these youth (Ribeiro da Silva et al. 2015).  
Nevertheless, it is noteworthy that, in fact, the majority of participants from the control group 
showed considerably high clinical deterioration rates or no change in all psychopathic traits. These 
results were especially problematic considering the combination of all psychopathic traits (an half 
of participants from the control group deteriorated on the total score of the YPI-S), which are 
regarded in the literature as particularly relevant for the display of high criminal recidivism rates 
(Edens et al. 2007; Gretton et al. 2004; Leistico et al. 2008; Ribeiro da Silva et al. 2019b).  
The findings of this study, coupled with previous research on criminal recidivism risk/rates of 
detained youth with psychopathic traits (Caldwell 2011; Caldwell et al. 2006; Edens et al. 2007; 
Gretton et al. 2004; Ribeiro da Silva et al. 2019b), are of considerable relevance to current practices 
in juvenile justice systems. In addition to recidivism risk assessment, it seems crucial to perform a 
full mental health assessment of all youth entering in contact with juvenile justice systems, 
combining the assessment of mental health disorders with the assessment of psychopathic traits 
(Ribeiro da Silva et al. 2019b; Rijo et al. 2016; Salekin 2017). In turn, the full mental health 
assessment coupled with the recidivism risk assessment should help to decide about the nature, 
intensity, and length of interventions delivered to detained youth (Andrews and Bonta 2010; Ribeiro 
da Silva et al. 2019b; Rijo et al. 2016; Salekin 2017). In order to maximize their rehabilitation 
potential, detained youth with high levels of psychopathic traits should have the possibility to 
receive evidence-based intervention programs tailored for their specific mental health needs.  
This study presented several strengths in comparison to the few experimental or quasi-
experimental studies on the changeability of psychopathic traits in detained youth (Butler et al. 






































































use a controlled trial design with male detained youth with CD, which is considered of utmost 
importance as it seems that is the combination of a CD diagnosis with high levels of psychopathic 
traits that lead youth to present a persistent and severe pattern of antisocial behavior (Edens et al. 
2007; Gretton et al. 2004; Leistico et al. 2008; Ribeiro da Silva et al. 2019b). Secondly, this is 
among the first treatment studies with detained youth where treatment description was clearly 
detailed (Butler et al. 2011; Manders et al. 2013) and where treatment integrity was controlled, at 
least partially (Butler et al. 2011), both essential requirements for the dissemination of evidence-
based practices (Perepletchikova 2011). Thirdly, this study was the second study to assess the 
changeability of psychopathic traits after an intervention with a validated measure of psychopathic 
traits (Butler et al. 2011) and the only study that assessed the changeability of psychopathic traits 
both considering the overall score as well as each set of traits separately. Finally, this was the first 
study to assess the changeability of psychopathic traits after an individual CFT-based intervention 
that was specifically designed to target psychopathic traits in detained youth.  
Bearing in mind that these are only preliminary findings of a controlled trial, there are several 
limitations that should be acknowledged, most importantly: the small sample size, the lack 
randomization, and the lack of follow-up assessment. Thus, generalizations should be carefully 
addressed in further research. Future studies, with a randomized controlled design, a larger sample 
and follow-up assessments are required prior to establish the PSYCHOPATHY.COMP efficacy. 
Further research should also assess psychopathic traits with at least two validated measures and 
assess other relevant variables associated with antisocial behavior (e.g., aggression, emotion 
regulation). Variables that do not rely exclusively on self-report measures should also be included 
in future studies (e.g., physiological/neural correlates of psychopathic traits). It will be also 
important to track the progress of detained youth after release (e.g., recidivism rates, school and 
social functioning), as there is a large risk for these youth to reoffend and to face prison sentences in 
the future (Edens et al. 2007; Gretton et al. 2004). Tracking the progress of these youth would also 






































































release. Finally, we must consider that being a 20-session individual intervention that requires to be 
delivered by highly qualified mental health professionals; the PSYCHOPATHY.COMP involves 
non-negligible costs. However, if the PSYCHOPATHY.COMP program continues to display 
positive treatment outcomes, the increased short-term costs of this intervention (e.g., human 
resources; training) can eventually reduce the long-run costs for the juvenile justice system; i.e., 
delivering a tailored intervention to the specific mental health needs of detained youth may increase 
the odds of these youth to be rehabilitated, potentially decreasing the recidivism rates of a greater 
number of youth. Nevertheless, we must keep in mind that much more research is needed before the 
PSYCHOPATHY.COMP can be considered an evidence-based psychotherapy (David and 
Montgomery 2011). 
Considering that detained youth with CD and high levels of psychopathic traits usually have a 
more persistent and severe pattern of antisocial behavior as well as poorer treatment outcomes and 
poorer treatment engagement than youth with CD only (Butler et al. 2011; Hecht et al. 2018; 
Manders et al. 2013; Polaschek and Skeem 2018; Wilkinson et al. 2015), there is a critical need to 
test the efficacy of intervention programs specifically tailored to change psychopathic traits in these 
youth (Ribeiro da Silva et al. 2019a). The encouraging research findings of the current study, 
coupled with the results of a previous clinical case study (Ribeiro da Silva et al. 2019a), suggests 
that CFT in general and PSYCHOPATHY.COMP in particular may fit the intervention needs of 
this at-risk population. These outcomes provide preliminary evidence of the program’s potential to 
reduce psychopathic traits and to promote therapeutic engagement in detained youth. Although 
additional research on the efficacy of the PSYCHOPATHY.COMP program is still needed, results 
may have implications for the study and treatment of detained youth with psychopathic traits and 
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Table 1. Overview of the PSYCHOPATHY.COMP Program  
Module Session Theme Key messages of the session 
1. The basics of our 
mind 
1 Presentations We have a lot of things in common with each other. Most of the things in our lives are not our choice.  
2 Our basic ingredients We all have the same instinctive reactions to threats.  
2. Our mind according 
to CFT 
3 Old brain/New brain = tricky brain Humans have a tricky mind 
4 Multiple versions  We are just one version of ourselves 
 5 Responsibility and freedom We are not prisoners of our evolutionary, genetic, and environmental past experiences.   
 6 Emotion regulation systems We all have three emotion regulation systems 
 7 Emotion regulation systems (cont.) A good way to achieve stability is to balance the functioning of our emotion regulation systems 
 8 Outputs of the threat system We are all sensitive to shame 
 9 Coping strategies What is the best strategy to deal with shame  
 10 Motivations and recovery Knowing our motivations help us to follow a path of recovery 
3. Compassionate 
Mind Training 
11 Compassion: What is and what is not No matter what, we can always choose compassion 
12 Multiple selves We all encompass a multiplicity of selves, differentiate and integrate that multiplicity is key 
 13 Fears of compassion We all have fears, blocks, and resistances of compassion that we should face and overcome 
 14 Flows of compassion  All the flows of compassion are important, although they may encounter roadblocks. 
 15 Self-compassion Self-compassion is key and the only tool we have available 24/7 
 16 Flows of compassion revised Compassion always give us an outlet 
 17 Safe place  We can go to our safe place and reach our compassionate self whenever we need it 
 18 Compassionate letter Compassion is powerful and can impact in our lives. 
4. Recovery, relapse 
prevention 
19 Revisiting motivation and recovery: The role of compassion We now have the tools to be responsible for our choices. 































































































Figure 1. Flowchart of detained youth participation 
  
Assessed at baseline and allocated to control 
condition (n = 24) 
Post-treatment assessment (n = 24)  
     Dropped out from the program (n = 1) 
     Released earlier than expected (n = 1) 
 
Analysed (n = 24) 
      Excluded from analysis (n = 2) 
Excluded (n = 10) 
     1 Declined to participate 
         9 Meet exclusion criteria 
Recruited to study (n = 60) 
Assessed at baseline and allocated to treatment 
condition (n = 26) 
Post-treatment assessment (n = 22)  
     Declined to complete assessment (n = 1) 
     Released earlier than expected (n = 1) 
Analysed (n = 22) 
     Excluded from analysis (n = 2) 










































































Table 2. Demographic, Legal, Criminal, and Clinical Sample Characteristics by Group 
 Treatment group 
(n = 24) 
Control group 
(n = 22) 
t/χ2 P 
Age 15.67 (.92) 15.45 (1.18) .68 .499 





 Low 23 (95.8) 19 (86.4) 
1.63 .405  Medium 1 (4.2) 2 (9.1) 
 High 0 (0) 1 (4.5) 
Previous contact with the child protection system     
 No  1 (4.2) 0 (0) 
.96 1.000  Foster care 11 (45.8) 11 (50) 
 Other  12 (50) 11 (50) 




 No  7 (29.2) 10 (45.5) 
2.50 .505 
 Community-based programs 10 (41.7) 9 (40.9) 
 Detention 1 (4.2) 0 (0) 
 Other 6 (25) 3 (13.6) 
Detention length (in months) 22.13 (7.66) 20.32 (5.00) .94 .353 




 Against people 19 (79.2) 21 (95.5) 
2.82 .261  Against property 4 (16.7) 1 (4.5) 
 Drug trafficking 1 (4.2) 0 (0) 




 Single crime 1 (4.2) 0 (0) 
.96 1.000  Several crimes of the same type 11 (45.8) 10 (45.5) 
 Several crimes of different types 12 (50) 12 (54.5) 




 Low 0 (0) 0 (0) 
1.83 .419 
 Moderate 3 (13.6) 13 (15.8) 
 High 13 (59.1) 14 (73.7) 






































































Number of diagnosis – MINI-KID 3.50 (1.35) 3.91 (1.60) .94 .353 
Type of comorbidities – MINI.KID     
 Oppositional Defiant Disorder 4 (14.7) 3 (3.6) 
2.09 1.000 
 Alcohol dependence/abuse disorder 1 (4.2) 0 (0) 
 Substance dependence/abuse disorder 3 (12.5) 3 (3.6) 
 Anxiety related disorders 1 (4.2) 0 (0) 
 Multiples 15 (62.5) 16 (72.7) 
Note.  Information for SES, previous contact with child and protection system, previous contact with the juvenile justice 
system, type of crimes, quantity of crimes, criminal recidivism risk , and type of comorbidities are presented as n (%); 
information for age, years of education, detention length, and number of diagnosis are presented as M (SD).  
SES = Socioeconomic Status; YLS/CMI-T = Youth Level of Service/Case Management Inventory, Total Score; 
Number of diagnosis - MINI-KID = Number of diagnosis established with the MINI-KID (Mini-International 
Neuropsychiatric Interview for Children and Adolescents), including Conduct Disorder (CD); Type of comorbidities – 
MINI.KID = Type of comorbidities with CD established with the MINI.KID. 
Crimes against people include homicide, attempted homicide, physical aggression, armed robbery, and rape; Crimes 









































































Table 3. Means and Standard Deviations for Psychopathic traits by Groups at Baseline and Post-Treatment and Mixed ANOVA with 












YPIS-T 43.58 (7.03) 46.32 (6.27) -1.39 .173 35.67 (8.24) 46.23 (5.67) F = 22.257; p < .001; η2p = .336 
 YPIS-GM 14.17 (3.77) 15.59 (3.17) -1.38 .175 12.08 (3.77) 15.68 (4.33) F = 6.065; p = .018; η2p = .121 
 YPIS-CU 12.42 (2.65) 13.18 (3.89) -.79 .436 9.42 (2.60) 12.00 (3.32) F = 6.155; p = .017; η2p = .123 
 YPIS-II 17.00 (3.01) 17.55 (2.52) -.66 .511 14.17 (3.01) 18.55 (2.87) F = 27.151; p < .001; η2p = .382 
Note. YPI-S = Youth Psychopathic Traits Inventory-Short (YPI-S-T = Total score; YPI-S-GM = Grandiose-Manipulative; YPI-S-CU = 








































































Table 4. Reliable Change Index for Psychopathic Traits by Group. 
Measures 
Categories 
Treatment group Control Group 
Fisher’s p Cramer’s V 
n % n % 
YPI-S-T GI 21 87.5 8 36.4 
18.23 .000 .60 NC 3 12.5 3 13.6 
GD 0 0 11 50 
     YPI-S-GM GI 14 58.3 6 27.3 
6.58 .039 .38 NC 8 33.3 8 36.4 
GD 2 8.3 8 36.4 
     YPI-S-CU GI 21 87.5 13 59.1 
6.83 .026 .39 NC 3 12.5 4 18.2 
GD 0 0 5 22.7 
     YPI-S-II GI 18 75 2 9.1 
21.09 .000 .66 NC 4 16.7 13 59.1 
GD 2 8.3 7 31.7 
Note: YPI-S = Youth Psychopathic Traits Inventory-Short (YPI-S-T = Total score; YPI-S-GM = Grandiose-Manipulative; YPI-S-CU 
= Callous-Unemotional; YPI-S-II = Impulsive-Irresponsible); GI = Global Improvement; NC = No Change; GD = Global 
Deterioration. 
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